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How should cost-of-illness studies be interpreted?
The effects of suicide and self-harm are enormous whether the perspective is personal, national, or worldwide. WHO estimates that more than 800 000 people die by suicide in the world each year. 1 In The Lancet Psychiatry, Apostolos Tsiachristas and colleagues 2 estimate that more than 200 000 episodes of self-harm are treated in hospitals in England every year. The personal cost is well known to anybody who has lost a family member, friend, or patient to suicide.
Tsiachristas and colleagues 2 calculate the hospital resource use and care costs for all presentations for self-harm to the John Radcliffe Hospital in Oxford between April, 2013, and March, 2014 . Altogether, the authors analyse detailed costs of 1623 presentations by 1140 patients. The individual-level information in the paper is outstanding and is broader and deeper than has been available in England and most other countries hitherto. The authors estimated that the average hospital cost of each episode of self-harm was £809. When this figure is extrapolated to all of England, the total hospital costs of self-harm is almost £162 million a year.
More than 30% of the average cost of the presentations were attributed to the cost of a psychological assessment even though only 75% of the episodes included such an assessment. Tsiachristas and colleagues estimate that it would cost the NHS £51 million if every episode of self-harm included a psychological assessment as NICE have recommended for a number of years. 2 The reasons researchers on suicide and service providers focus so much attention on people who present with self-harm are well known. Not only is self-harm itself something to be avoided, but good evidence also suggests that people who self-harm are one of the groups with the highest risk of suicide. 3 Figuring out ways of treating people who present in hospital after self-harming has been a top priority for health agencies for some time. 4 In a systematic review and meta-analysis of psychosocial interventions after self-harm, Hawton and colleagues 5 found sufficient evidence to conclude that cognitive behavioural therapy was effective in adult patients after self-harm. O'Connor and colleagues 6 designed and analysed a randomised control trial for a brief psychological intervention for people admitted to hospital following an episode of self-harm and found that the intervention did not affect the number of people who re-presented with self-harm or the number of re-presentations per patient. Although the Article from Tsiachristas and colleagues does not include an evaluation of any particular intervention, it does prepare the way for detailed economic modelling of the costs and benefits of a range of interventions for self-harm.
The broad area of calculating some or all of the total costs of particular illnesses is an exercise that distinguishes health economics from other specialities in economics and I sometimes wonder whether it has been a good idea to put so much effort into calculating the costs of illnesses. At some stage, most cost-of-illness studies include a suggestion that the large amount spent on the specific illness could be reduced if more attention were paid to preventing or ameliorating the underlying factors that result in the illness. Tsiachristas and colleagues make a similar point in their paper.
Several problems exist with that approach. One is that it is essentially what economists call a partial equilibrium approach. It focuses attention on one illness or problem without acknowledging that resources saved if one illness is prevented will likely be balanced by increased spending on treating another illness. Suppose for a moment that an appropriate cost of illness study had been done for every possible disease and that the total cost of illness was aggregated. The implied counterfactual from such an exercise is a world in which nobody gets sick and everybody dies suddenly at some predetermined age.
Additionally, cost of illness studies often identify that more, not less, should be spent on a particular problem. Tsiachristas and colleagues 2 found that only 75% of patients who presented with self-harm received a psychological assessment, even though NICE recommend that everyone should have one. The best available evidence is that these assessments are an appropriate element of the care programme for a person who has presented with self-harm. 7 Highlighting the cost of these assessments as something that could potentially be saved obscures the more important issue, namely, why doesn't every person who presents with self-harm receive a psychological assessment.
